ABSTRACT
A 67-years-old male patient, who underwent Ivor-Lewis surgery due to esophageal carcinoma 6 years ago, had cough, sputum, fever, weight loss and malaise for the last 2 months. Due to the persistence of complaints, especially to increased cough immediately after food intake, the subject who has been treated for pneumonia in another center with these findings was admitted to our hospital. Most remarkable findings in chest X-ray were pneumonic infiltrations in right lower and middle lobes (Figure-1A) . In thoracic CT, right middle and lower lobes and the image of dilated stomach transposed to thorax showed severely pneumonic consolidated fields (Figure-1B) . His bronchoscopy didn't reveal any evidence other than purulent secretion originating from right lower lobe. Due to gradually increased cough after food intake, patient was administered gastroesophagoscopy; esophagus and anastomotic lines were normal and without tumor. Gastric examination showed a fistular opening with uniform margins and without macroscopic tumoral evidence in the right posterolateral wall ( Figure-2A) . Biopsy of this area was tumor-negative. In the subject who was diagnosed with gastroparenchymal fistula based on these findings, the stomach was decompressed using a nasogastric catheter, oral intake was discontinued, antibiotic therapy was initiated and surgery was scheduled for 2 weeks later, when infectious parameters would be regressed. Right rethoracotomy was performed, and after the release of severely attached lung, the stomach was visualized from posterior mediastinum. We found that the stomach was shrinked on posterolateral wall, in the point where it was strongly attached to thoracic wall and gastric wall was too thinned that it was fistulized to pulmonary parenchyma. During the dissection of this point, we detected non-absorbable sutures placed to fixate the stomach to thoracic wall. This part of the stomach was dissected and closed via primary repair by resection (Figure-2B ). In our previous practices of Ivor-Lewis surgery, we have fixed the stomach to thoracic wall via non-absorbable sutures to prevent the early post-operative dilation of the stomach and its distension at anastomosis due to excessive food. Based on this procedure that we left later, we presented here rare, longterm complication due to esophageal carcinoma surgery and its therapeutic management (1,2). 
